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estimates of levels of federal expenditures that would be needed to start and sustain these efforts in the short run. It offers one specific funding recommendation in this chapter, and returns to costs and benefits issues in the final chapter.
The committee advocates congressional appropriations of new federal monies for each of the ensuing five years for federal and federally supported activities related to emergency care for children. Part of this funding would directly support federal center efforts; most of the funds would be made available to support state agency programs (and perhaps, through the states, some local activities).
Specifically, the committee recommends that Congress appropriate $30 million each year for five years—a total of $150 million over the period—to support activities of the federal center and the state agencies related to emergency medical services for children. The five-year time frame is essentially arbitrary, and the committee has not made allowances for inflation.
The total of $30 million per year might be allocated as follows, although these figures are purely illustrative:17 $1.5 million for direct operation of the federal center in DHHS (including staff costs, travel for advisory council members and staff, and similar expenditures); $1 million for data collection, analysis, and minimum data set activities; and $1.5 million for technical assistance and clearinghouse tasks. An additional $2.5 million might be allocated for research, which the committee explicitly assumes will be awarded for extramural research; the committee takes no stance, however, on whether the national advisory council should have review and approval authority over such contracts or grants.
The remaining $23.5 million (that is, about three-quarters of the total annual appropriation) might be allocated to the 54 "states" on ihe basis of a two-part formula—one part representing fixed costs and the other representing variable amounts based on population. The latter, for instance, might be a function of the absolute number of children in the state (e.g., persons age 0 to 17 years) or a function of children as a proportion of the entire state population. Thus, for each entity, an annual grant of $250,000 for fixed operational costs might be supplemented with population-based grants from $50,000 to $500,000 per year. States and localities (e.g., counties, metropolitan areas), as well as organizations in the private sector, would be eligible to apply for federal funds for research, technical assistance, clearinghouse activities, and similar functions financed directly through the national center. State agencies could establish policies for making some portion of their own federal dollars available to local communities or in-state private sector entities (in addition to whatever state funds such agencies might have at their command for these purposes).
This committee cautions that the recommended level of support is the priorities for allocating subsequent Hill-Burton dollars. This approach recognized the enormous interstate variationcts be a model for the sortAttractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
